Building on the theoretical insights of disruptive innovation, a systematic review was conducted to assess the evidence base of these innovative delivery models. The Institute of Medicine's quality framework (safe, effective, equitable, efficient, patient-centered and accessible care) was applied in order to evaluate the performance of such facilities. In addition the corresponding impact on full-service general hospitals was assessed. Database searches yielded 6,108 candidate articles of which 47 studies fulfilled the inclusion criteria. Overall the quality of the included studies was satisfactory. Our results show that little evidence exists in support of competitive advantages in favor of specialized facilities. Moreover even if competitive advantages exist, it is equally important to reflect on the corresponding impact on full service-general hospitals. The development of specialized facilities should therefore be monitored carefully.
INTRODUCTION
In response to pervasive deficits in quality of care ( i.e. Mc Glynn et al., 2003) and skyrocketing health care expenditures (OECD, 2012) pressures to provide better and more efficient care continue to shape health care management and policy debate. Besides changing the payment framework and the associated incentives (e.g. pay for quality initiatives), policymakers and providers have turned their attention to the way care is delivered. More specifically an increasing part of care historically delivered at the hospital inpatient setting can now be conveniently performed in a short-stay or even the ambulatory setting.
Consequently, besides the traditional full-service general hospital, specialized facilities have emerged as alternative settings of care delivery. These specialized facilities are typically defined as hospitals that treat patients with specific medical conditions or those in need of specific medical or surgical procedures, most notably orthopedic, spine, cardiac and surgical procedures (Mitchell, 2007; Schneider et al., 2008) . Several types of specialized facilities have been described and a distinction has been made between facilities that focus on the ambulatory setting and hospitals that specialize in certain inpatient procedures. The former are ambulatory surgery centers (ASCs), described as freestanding outpatient facilities, dedicated to provide a specialized service such as cataract repair or colonoscopy (Meyerhoefer, Colby & AOM 5 Vaughan- . Furthermore there is the possibility that these specialized facilities treat primarily low-acuity patients within DRGs that are more profitable and send clinically complex cases to full service general hospitals (Mitchell, 2005) . Concerns rise because hospitals are then left with the care for the poor or underinsured population and the most complicated onerous cases. This potentially undermines the current business model of fullservice hospitals endangering their financial viability. Finally, the asymmetric obligation to assure 24/7 emergency call for full service general hospitals combined with a shrinking physician workforce has emerged as a major challenge to hospitals and has led to an unequal struggle (Casalino, Lawrence, November, Berenson & Pham, 2008) .
The aim of this review is to assess and summarize the current evidence related to SHs and ASCs. Although the idea of a focused factory seems valuable and theoretically the benefits are high, the question remains if these advantages are really realized. We investigate if the formulated concerns are justified and whether the benefits outweigh the potential sideeffects. The opposing views depicted above have manifested themselves in two distinct policy perspectives. If competition from these specialized facilities has social benefits, then policy makers should allow, and even facilitate, their entry. If competition from specialty hospitals is undesirable than policy makers should set regulations and financial incentives to account for the negative external effects that these facilities create (Barro, Huckman & Kessler 2006) .
New contribution
Internationally, physician-owned specialized facilities and equity ownership has become an important issue of debate. Despite the increasing popularity of these facilities, to the authors' knowledge, no systematic evaluation of the current evidence base has been conducted yet. In recent years, a lot of research has been published on this theme but the literature lacks synthesis and integration. Since there has been no attempt to synthesize and integrate current systematically knowledge our study goes beyond previous work. Furthermore, the heterogeneity in clinical setting (i.e. urology, orthopedic surgery), procedures (i.e. knee and hip surgery) and methodology (i.e. longitudinal and cross sectional studies) suggests a need for reviewing the literature systematically. Additionally, most previous studies do not explain their findings through the application of theory. Our study fills this research gap by building on the theory of disruptive innovation (Christensen, 1997 , Christensen et al., 2009 ). The results are intended to inform health policy makers, third party payers and health care providers as well as to formulate priorities for further research.
Conceptual framework
Physician-owned specialized facilities can be seen as focused factories or a special case of a disruptive innovative model of health care delivery. Theoretical approaches that explain this emerging model of disruptive innovation may serve as a useful conceptual framework to understand the case of specialized facilities. The theory of disruptive innovation has created a significant impact on the development of new business-models and aroused plenty of rich debate within practice and academia (Dan & Chang, 2010) . Disruptive innovations, as developed by Christensen, 1997 and Christensen et al., 2009 , are considered to be innovations that disrupt an existing market thereby improving health care delivery. An overview is depicted in figure 1. 
-----------------------------------Insert Figure 1 about here ------------------------------------
At the basis of the innovative model lies a technological enabler (1) that is translated into a new delivery model (2) characterized by lower-cost, higher-quality or more accessible services. The delivery of medical care has been historically frozen into two dominant business models, the full service-general hospital and the physician practice. However, both models were designed a century ago, when the nature of medicine was very different from modern health care. Due to developments like minimal invasive surgery, improved anesthetics and diagnostic possibilities, hospitals have shifted their focus from patient recovery in a nursing ward to highly technological medical care with a limited length of stay. This evolution raises the question whether the current business models of general hospitals and physician practises are still the most cost-effective way of health care delivery. The third important enabler of disruption innovations is the coalescence of an independent value network (3) around the new disruptive business models through which care is delivered. The new business-model needs to be knit together in a value network leading to added value for the system as a whole. While technological advancements may contribute to improved care, the greatest opportunities to improve the care provided to the population are to focus on and modify the health care delivery system currently in place (Hansen & Bozic, 2009) . Finally, the impact of regulation should be considered (Curtis & Schulman, 2006) . This aspect is a central component of disruptive innovation theory and coincides with the ultimate goal of our paper: enabling evidence based policy making (4) by synthesizing and integrating the available scientific evidence. We use the six dimensions of quality of health care (5) identified by the Institute of AOM 8 Medicine (safe, effective, equitable, efficient, patient-centered and accessible care) that are considered to be overarching principles that help to provide specific direction for policymakers and providers to implement change and improve health care (Institute Of Medicine, 2001) . Since the interaction with the delivery system in place is not fully covered by the described dimensions (Health Services Research Group, 1992) , the added value for the entire secondary care delivery was added to our assessment framework. Moreover, physicianowned specialized facilities have been criticized for undermining the business model of full service-general hospitals due to asymmetric obligations (Shactman, 2005) and deteriorating hospital-physician relationships (Goldsmith, 2007) . Therefore, this dimension can be considered to be important as well. Table 1 provides a definition of the different dimensions. Table 1 about here
METHOD
This study draws upon the analysis of literature from the systematic review perspective. The databases Embase, Pubmed, Cinahl, PsychInfo, Web Of Science, Eric and the Cochrane Library were searched for relevant studies. The searches were conducted in October 2012 (Week 40). Two reviewers independently searched for relevant studies using a standardized search strategy. The concepts of specialized facilities and the different dimensions of quality of care (explained above) were combined into a standardized search string using MesH and non-MeSH entry terms "[(ambulatory care center* OR ambulatory surgery center* OR outpatient clinic* OR surgicenter* OR specialty hospital*) AND ("Treatment Outcome" OR "Safety" OR "Health Services Accessibility" OR quality OR outcome* OR error* OR safety* OR access* OR equity OR effectiveness OR continuity OR practice pattern*) AND (ownership* OR Salaries and Fringe Benefits OR Reimbursement OR Incentive OR compensation* OR reimbursement* OR financ* OR bonus* OR remunerat*)].
The initial search strategy was validated using a selection of key papers known to the authors.
Inclusion and exclusion criteria
The following criteria were applied:
1. Only studies written in English were eligible. 3. Empirical quantitative studies were included. Qualitative research, commentaries, and theoretical analysis were excluded.
4. Single center studies were excluded.
Data extraction
Two reviewers searched independently for relevant studies using the standardized search strategy described above. The selection of the studies was determined in a two-step procedure.
First, the search results were filtered by title and abstract and then narrowed down according to the formal inclusion and exclusion criteria. These were mainly duplicate records and references to non-empirical studies. The remaining studies were selected for full-text retrieval and underwent critical quality appraisal. In case of non-corresponding results, consensus was sought by consulting a third reviewer. In addition the reference lists of relevant publications were screened and forward citation track was applied. Comparison of the analysis results of the two reviewers identified five non-corresponding primary publications out of 6,108 potentially relevant publications (Cohen's Kappa: 94,1%). We did not perform a metaanalysis because the selected studies had a high level of heterogeneity in the applied methodology and outcome measurements.
Quality appraisal
Following Leonard, Stordeur & Roberfroid (2009) a global and pragmatic unweighted score was issued for each paper (high (H), medium (M) or low (L) quality). All relevant studies were appraised by ten generic items: clear description of the research question, patient population and setting, intervention, comparison, effects, design, sample size, statistics, generalizability and the addressing of confounders (Van Herck et al, 2010) . Table 2 provides an overview of the applied criteria. Table 2 about here
RESULTS

Description of studies
Our literature search initially yielded 6,108 unique candidate articles, of which 112 were selected for full-text retrieval (figure 2). The references of these studies were searched to collect additional studies which were not included in the records identified through our database search. In this way, 20 additional studies were included. On the basis of abstract review, 75 articles (67 articles originating from our database search and 8 articles identified by our check of the references of the included articles) did not meet the inclusion criteria and were excluded for further review. After this step, the 57 references appearing to meet the study eligibility criteria were reviewed thoroughly. Ten papers deemed ineligible (single center case studies and qualitative studies) resulting in a final sample of 47 studies included in the review. Second, multiple outcome measures were used. While most studies focused on the extent to which physician-owned specialized facilities might impact effectiveness (i.e. clear indications), efficiency (i.e. cost) and safety (i.e. mortality) of care, we also found studies examining the effect on equity (adverse selection of the poor and uninsured population) and patient centeredness (i.e. patient satisfaction). Remarkably, while accessibility is considered a conceptual and theoretical argument in favor of specialized facilities we did not retrieve a single study focusing directly on this issue. Finally, the effect of specialized facilities on full service-general hospitals (the impact on the health care value network) was studied frequently.
-------------------------------------------
Insert table 3 about here
Effect findings
Safety
A total of 11 publications that assessed safety of care were identified. Mortality and readmission rates were studied most frequently as safety outcomes. Several studies found a lower mortality rate (Cram, Rosenthal & Vaughan-Sarrazin, 2005; Chukmaitov, Menachemi, Brown, Saunders & Brooks, 2008; Cram, Bayman, Popescu & Vaughan-Sarrazin, 2010; Greenwald et al. 2006) and readmission rate at specialized facilities (Chukmaitov, Devers, Harless, Menachemi & Brooks, 2011; Cram, Vaughin-Sarrazin, Wolf, Kats & Rosenthal, 2007; Hollingsworth et al, 2012) . However, in case of the latter the results of Greenwald et al. (2006) showed that this is not always the case. Although patients treated at orthopedic SHs had lower readmission rates among the moderate-severity admissions, readmissions were higher among patients treated at cardiac specialty hospitals, in particular for the severe category. Besides mortality and readmission rates, Hollingsworth et al. (2012) However, it is important to note that safety advantages seem to disappear when these outcomes are adjusted for patient characteristics and procedural volume. Patient characteristics are clearly important since patients treated in general hospitals have been found to have higher average risk scores (Meyerhoefer et al, 2012; Winter 2003 , Mitchell 2005 , Cram et al. 2007 ), cases are characterized by a higher medical complexity (Cram et al. 2010 , Chukmaitov et al. 2008 and treat less healthier patients (Barro et al. 2006; Cram et al. 2005 , Hollingsworth et al. 2012 . Furthermore, evidence was found in support of volumesafety relationships (Barker, Rosenthal & Cram, 2011; Chukmaitov et al., 2011 , Cram et al. 2005 ) demonstrating that higher volumes of treated cases sometimes improves safety of care delivery.
Effectiveness
Our review identified 13 articles addressing care effectiveness. Two subthemes emerged. On the one hand, the adherence to clinical guidelines and evidence based quality measures was investigated. Andersen & Jakobsen (2011) showed that, from a clinical perspective, patients receive the same treatment in SHs as in general hospitals for hip operations. This was confirmed by Popescu, Nallamothu, Vaughan-Sarrazin & Cram (2008) claiming that compliance to evidence-based treatment guidelines in SHs were similar to other top-ranked hospitals. This contrasts the finding of Cram et al. (2011) who showed that SHs perform more percutaneous coronary interventions for unclear indications.
On the other hand, the financial incentives introduced by physician ownership of specialty hospitals have been studied. Several studies showed that incentives linked to ownership coincided with an increase of procedures on a hospital level (Hollingsworth et al., 2009 (Hollingsworth et al., , 2011 Mitchell, 2008 , 2010 and Yee, 2011 . In addition, evidence is available that adjusted population based rates of procedures performed in areas with high market share for ASCs were manifest (Hollenbeck, Hollingsworth, Dunn, Ye & Birkmeyer, 2010) , growth rates were higher (Stensland & Winter, 2006) and the entry of SHs in a region substantially increased market utilization rates (Mitchell 2007; Hollingsworth et al., 2011; Nallamothu et al., 2007) .
These results suggests that the ownerships stakes of either specialized hospitals or ASCs do influence physician practice patterns. Specifically, the frequency of use of surgery, diagnostic and ancillary services increased after physician ownership was established. These findings demonstrate that the threshold to perform medical procedures is lowered by the introduction of ownership stakes and supply-induced demand is thereby increased.
Equity
Equity was studied in 9 articles focusing on potential differences in race, gender, insurance status of the treated population and levels of uncompensated and charity care.
Gabel et al. (2008) and Greenwald et al. (2005) studied the insurance status of the patients referred to ASCs and found that physician-owners refer well-insured patients to their facilities and less insured (i.e. Medicaid patients) to general hospital facilities. What is more, Mitchell (2005) and Tan, Wolf, Hollenbeck, Ye & Hollingsworth (2011) found that specialty hospitals treated higher percentages of cases with generous or private insurances. In addition, black patients (Nallamothu, Lu, Vaughan-Sarrazin, & Cram, 2008; Cram, Vaughan-Sarrazin & Rosenthal, 2007 , Cram et al, 2010 and women (Cram et al., 2010; Hollingsworth 2012) were less likely to be cared for in ACSs and SHs.
Specialty hospitals provide less uncompensated care (Greenwald et al., 2006) .
Similarly, uncompensated and charity care in general hospitals was affected downwards after entry of cardiac SHs, this however was not the case for orthopedic and surgical specialty hospitals (Carey, Burgess & Young, 2009 ).
Efficiency
In general, specialized facilities have been argued to be more efficient than competing fullservice general hospitals. However, to date, the scientific evidence supporting this claim is scarce when costs of care are compared. Efficiency was addressed by only 2 studies. Carey, Burgess & Young (2008) studied costs of full-service general hospitals and physician-owned cardiac, orthopedic and surgical specialty hospitals. They found no lower costs and thus evidence for increased efficiency in favor of specialty hospitals. On the contrary, in case of orthopedic and surgical specialized facilities it was found they exhibit higher levels of overall cost inefficiency. This can be explained by competition is in part driven by cost-increasing services and technology. In case of cardiac care this difference was not present.
In addition, Hair, Hussey & Wynn (2012) assessed potential differences in operational performance. Their main outcomes were perioperative times as a proxy for hospital efficiency. Surgery time, operating room time and postoperative time were significantly shorter in ASCs. However it is important to note that clinical outcomes were not considered in this study and an unequal basis of comparison could be present.
Patient-centeredness & Accessibility
Evidence regarding the dimensions of patient-centeredness and accessibility was limited to only one quantitative study. Andersen et al. (2011) studied the time between referral and preliminary examination and time between decision and procedure. This study showed that in Denmark, private clinics had shorter waiting times than public clinics for both preliminary examinations and actual surgery. They also found higher patient satisfaction scores in private clinics. Although it can be argued that specialty hospitals target unmet demand, no evidence was found that access increased in market where specialty hospitals emerged.
Value network
While the different dimensions depicted above focus on the possible differences in performance of hospitals, it is equally important to measure the corresponding impact of specialized facilities on full-service general hospitals and thus the added value for the system as a whole. This issue emerged in our systematic literature review as a major issue and frequently studied topic. We identified 18 articles focusing on this aspect.
Competitive effects
A central argument in the debate of specialized facilities is the potential effect of specialized facilities in promoting healthy competition with other full-service general hospitals, thereby enhancing performance. Indeed ASCs have been more likely to enter markets with lower or insufficient levels of competition among hospitals (Bian & Morrisey, 2006) . However emperical results suggests that general hospitals, when confronted with competition from specialized facilities, step up their own offering of services. This was found by Carey, Burgess and Young (2009a) in case of cardiac services and high technology diagnostic imaging. These researchers also examined differences in offerings of safety-net services (i.e. emergency department and trauma center). They found mixed and inconsistent results. While trauma centers and burn units were positively associated with competition this was not the case for emergency care and crisis prevention. In the field of cardiology they found that a general hospital located in the same market will add angioplasty or cardiac catheterization within two years post entry of specialty hospitals. Results also indicate that hospitals located in markets with orthopedic or surgical specialty hospitals raise their nursing staffing levels (Carey, Burgess & Young, 2009b) . Schneider et al. (2007) found that entry of specialized hospitals encourages greater cost efficiency on the part of incumbent hospitals. Hospital operating margins were improved by reducing full service general hospital costs.
Patient characteristics and volume
First, research indicates that volume was shifted from general hospitals to physician-owned specialized facilities only to a limited degree (Bian & Morrisey, 2007; Courtemanche & Plotzke, 2008; Hollingsworth et al. 2012) . Second, this shift concentrated primarily on lowseverity cases which correspond with more profitable diagnostic related groups (Mitchell 2005; Plotzke & Courtemanche, 2011; Strope et al., 2009 ) and lower cost risk (Meyerhoefer et al, 2012) . Cohesively, evidence was found that SHs treat a greater share of healthier patients (Barro et al. 2006; Cram et al. 2005 , Hollingsworth et al. 2009 ) with less comorbid illness (Cram et al. 2010 , Chukmaitov et al. 2008 . However, the market of secondary care as a whole has grown. Therefore clear evidence of a decline in volume or an increase in patient case complexity for general hospitals is absent ( Third, while physician-owners tend to focus more on cases with generous insurance (Mitchell, 2005) and financially, lucrative procedures (Strope et al., 2009 ), we did not find evidence of a corresponding impact on full service general hospitals.
Financial effects
The effects of increased competition, changes in patient volume and -characteristics could possibly have a negative effect on full service-general hospital financial health. Cimasi, Sharamitaro, Haynes & Seiler (2008) did not find conclusive evidence of the negative impact of specialized facilities on overall hospital profitability. Carey, Young & Burgess (2011) found that this nevertheless has led to revenue losses and decreased margins. In the long run, hospitals tend to exit markets with high ASC density (Al-Amin & Housman, 2010) and specialized facilities founding rate is related to the closure of general hospitals (Al-Amin, Zinn, Rosko & Aaronson, 2010) . This contrast with the findings of Schneider et al. (2008) which question the contention that competition from specialized facilities harms general hospitals financially. Hospital operating margins were improved by a reduction in general hospital costs.
DISCUSSION
Theoretically, it can be argued that physician-owned specialized facilities have certain characteristics that may give them a competitive advantage compared to general hospitals.
The focus on a limited number of procedures enables them to realize economics of scale and economies of scope, which could contribute to increased efficiency and quality of care (Schneider et al., 2008) . However the results of our systematic review shows that the results of previous empirical studies are mixed and inconclusive. This finding supports the argument that comparing hospital performance is highly complex and inadequate measures of costs and quality are used (Porter & Teisberg, 2006) . In addition this evidence suggests that hospital performance depends on factors other than the issue whether or not a hospital is focused or specialized and physician-owned or not (Carey et al., 2008) . The mixed findings can also be explained in part by the lack of publicly available data to determine whether or not physicians are owners of a facility, making it not possible to directly identify physician-ownership. The reviewed studies used several proxy measures (i.e. volume of referrals, board membership, information on websites and listings) which complicates the systematic comparison of results.
Related to this is the fact that although physician-owners favor their own specialty hospital, they also refer patients to competitor hospitals in which the size of ownership appears to be an important factor, not the fact of ownership in itself (Greenwald et al. 2006) .
Notwithstanding these issues the following findings are significant. Firstly, the reviewed studies show that procedure volume is an important aspect that cannot be neglected.
Over the past decades numerous studies have described the relationship between the number of procedures performed and clinical effectiveness and safety (Barker et al. 2011 ). This issue lies at the center of our research question since the potential advantages in terms of cost and quality could result from the focus on a certain clinical area. However while a volume shift from full service-general hospitals to specialized facilities could be expected no clear evidence of declines in full service-general hospital volume exists (Bian & Morrisey, 2007;  Courtemanche & Plotzke, 2010; Hollingsworth et al., 2012) . Secondly, when considering quality and cost of provided care it is important to note that specialized facilities have been found to treat more patients in better health (Hollingsworth et al., 2012) , with less comorbid illness (Cram et al., 2009 ) and characterized by a lower severity of illness (Yee, 2011) . This makes a valid and reliable comparison of quality of provided and clinical outcomes difficult.
Considering the findings of our systematic review we note that previous research did not detect a fundamental cost or quality advantage in favor of ASCs and SHs. When quality of care is considered it is important to note that with respect to lower severity cases a limited difference in favor of specialized facilities was demonstrates (i.e. Cram et al, 2010; Hollingsworth et al, 2012) . In contrast evidence suggests that specialized facilities might not do as well as full service-general hospitals with very sick patients (Greenwald et al, 2006 ).
In addition, even if we assume that specialized facilities outperform general full-service hospitals in the niche they focus on, we argue that the study of the feasibility of the business case of specialized facilities cannot neglect the impact on the delivery system already in place.
Moreover it is equally important to reflect on the corresponding impact on the other services not provided by these focused factories. Since specialized facilities do not cover the whole scale of services, the question rises if the business case of general hospitals is still sustainable when high volumes of these procedures would shift away from full service-general hospitals towards specialized facilities (Lu et al., 2009; Hollingsworth et al., 2012) . One element is that low-volume hospitals (below a certain threshold volume) could have inadequate experience with the procedures involved, leading to suboptimal clinical outcomes (Elixhauser, Steiner & Fraser, 2003) . In light of this concern the question rises if full service-general hospitals will still be able to treat the more complex cases when the basic standardized medical workload shrinks down or even disappears. However, it should be noted that procedural volume of hospitals does not reflect the number of procedures performed by a certain physician.
Considering that most physicians practicing at specialized facilities also practice in a general hospital, this reduces the importance of this quality aspect.
Furthermore the rise of specialized facilities could have an important financial impact on full service-general hospitals (Carey et al., 2011; Schnieder et al., 2008; Simasi et al.; 2008) . Firstly, this could lead to an increase of the cost of the delivered care because of the disadvantages in terms of cost-efficiency associated with a small volume of high complex cases. Secondly, general hospitals internally cross-subsidize highly necessary, but unprofitable, services such as emergency care with more profitable activities. This also enables them to provide care to the poor and underinsured. When profitable services are no longer performed at full service-general hospitals the question rises how these hospitals will cover the cost of this activity.
Finally, the impact of the physician-ownership status associated with specialtized facilities should be considered. A physician with an ownership stake in a specialized facility receives besides a professional fee, also a share of the facility fee paid to the specialized facility. This increases physicians' financial self-interest into decisions regarding patient care.
In this respect, concerns about the possible supplier-induced demand and self-referral have been put forward (Greenwald et al., 2006; Gabel et al., 2008; Mitchel, 2008) . Likewise physicians can maximize profits by treating patients for whom the profit margin is the highest in their specialized facility and refer financial unattractive patients to full service-general hospitals (cream skimming).
Overall, the evidence base does not show competitive advantages in terms of quality and cost of the delivered care in favor of specialized facilities. Since the volume of targeted procedures performed by specialized facilities has not implied an important decline in general hospitals' volume, the corresponding impact on general hospitals remains limited. However, if volume of certain procedures should shift significantly towards specialized facilities this could to negative financial effects. Therefore, the development of specialized facilities and the corresponding impact on full service-general hospitals should be monitored carefully.
CONCLUSION
In this study we reviewed the evidence base of the physician-owned specialized facilities (SHs and ACSs) as focused factories. We examined the effects on the quality of provided care within these facilities and the corresponding impact on full service-general hospitals. Our results show that little evidence exists in support of a competitive advantage in favor of these specialized facilities. The findings of previous research are mixed and can be considered to be inconclusive. Moreover, the evidence suggests that comparing costs and quality of care delivery is highly complex and depends on factors other than the issue whether or not a hospital is focused and specialized or whether or not the hospital is physician-owned.
Furthermore, even if a competitive advantage should exist in favor of specialized facilities, it is equally important to reflect on the impact on the other services not provided by these focused factories. Full service-general hospitals internally cross-subsidize unprofitable services such as emergency care or highly complex cases. In addition, this enables them to provide care to the poor and underinsured. Since the volume of targeted procedures performed by specialized facilities has not implied an important decline in full service-general hospitals' volume, to date, the corresponding impact on full service-general hospitals remains limited.
However, if volume of certain procedures should shift significantly towards specialized facilities this could undermine the business model of full service-general hospitals. Therefore, the development of specialized facilities and the corresponding impact on full service-general hospitals should be monitored carefully. Value Network The coalescence of the existing value network around the new delivery model through which care is delivered. The added value for the entire system.
General Hospital Financial Health
General hospitals' offerings of services and growth in high-technology diagnostic imaging services in general (Carey, Burgess & Young, 2009 ).
General Hospital Profitability (Plotzke & Courtemanche, 2011) To estimate the effect of ASC entry on hospital outpatient surgical volume.
Hospital outpatient surgical volume
Hospital size, private/public/teaching status, location, number of operating rooms, full time physicians and dentists, overall hospital competition, number of hospitals, number of ASC, population 65+, total population, insurance status, unemployment rate, median income, poverty
An influence of ASC entry on hospitals outpatient surgical volume was apparent if facilities are situated within a few miles of each other. This effect is stronger for large ASC a the first ASC to enter the market. The reduction in hospital volume is not nearly large enough to offset the new procedures performed by the entering ASC. No evidence w found that entering ASC reduce hospital inpatient surgical volume. Patients who underwent major joint replacement in physici owned SHs were less likely to be black than patients in non physician owned SHs (although higher proportion of black neighborhood of physician-owned SHs). Patients treated in physician-owned SHs had lower rates of most common comorbid conditions (heart failure and obesity). Physicianowned SHs performed fewer major joint replacements on Medicare patients and were less affiliated with medical school. The mean volumes were higher in SH than general hospita After adjusting for patient characteristics the odds-ratio for death after percutaneous coronary intervention was similar both settings. The odds-ratio for death after coronary artery bypass grafting was lower in SH than in general hospitals. After adjusting for procedure volume no significant differences were found. Specialized hospitals treated health patients. No evidence of procedure off-loading from competing hospitals to ASC was found. ASC opening is associated wi increased market level stone surgery use. Four years after opening the relative increase in the stone surgery rate was higher (64%) in hospital service areas where a center opene vs. hospital service areas without a center. These market le increases in surgery were not associated with decreased surgical volume at competing hospitals and the absolute change in patient disease severity treated at nearby hospita was small. Higher profit surgeries have a higher probability of being performed at an ASC compared to a hospital. After control for surgery type, a 10% increase in surgery's profitability is associated with a 1.2 to 1.4 percentage point increase in the probability the surgery is performed at an ASC. Patient health risk score Physician board membership had a significant impact on physicians medical decisions and overall utilization of ASC Specifically, physicians who were member of the board ha increased procedure volume and refer and treat more lower risk patients.
